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eceived  11  February  2015;  accepted  1  May  2015the  distal  right  rectal  wall,  with  a  central  hypoechogenic
area  measuring  26  mm  on  its  longest  axis  and  14  mm  on  its
shortest  axis,  originated  in  the  muscularis  propria  (Fig.  1).
We  performed  a  (ultrasound  guided)  ﬁne  needle  (22  gauge)
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A  73-year-old  male  patient  with  a  history  of  pulmonary
uberculosis  in  childhood,  a  gastric  adenocarcinoma  (intesti-
al  type)  T1N0M0  (TNM  classiﬁcation),  submitted  to  a  partial
astrectomy  Roux-en-Y,  10  years  before,  and  a  T1  low-
rade  papillary  bladder  urothelial  carcinoma  treated  with
 transurethral  resection  and  epirubicin,  1  year  before,
eported  anal  pain  and  fever  for  the  last  5  days.  The
atient  denied  diarrhea,  hematochezia  or  weight  loss.  In
he  anoscopy  a  painful  bulging  lesion  with  2--3  cm  was
etected  in  distal  rectum.  Anorectal  endoscopic  ultrasono-
raphy  (EUS)  showed  a  heterogeneous,  irregular  lesion  in∗ Corresponding author.
E-mail address: araujo.tarcisio@gmail.com (T. Araújo).
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ropria  (EUS).
 by Elsevier España, S.L.U. This is an open access article under the
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Figure  2  Fine  needle  aspiration  guided  by  endoscopic  ultra-
sound of  the  lesion.
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2Figure  3  Normal  rectum  after  antibiotic  treatment  (EUS).
aspiration  (FNA),  three  passages,  with  collection  of  solid
and  ﬂuid  material  (Fig.  2).  The  patient  did  prophylaxis  with
ciproﬂoxacin  for  5  days  after  the  procedure.  Culture  of
ﬂuid  revealed  polymicrobial  ﬂora,  probably  contamination.
Cytology  revealed  the  presence  of  leukocytes  and  necrosis
3229
aterial,  supporting  the  hypothesis  of  rectal  abscess.  The
rainage  of  the  abscess  was  proposed  to  the  patient,  but
e  refused  the  procedure.  An  antibiotic  treatment  with
rimethoprim--sulfamethoxazole  was  given  during  14  days,
ith  resolution  of  symptoms.  After  1 month,  another  endo-
copic  ultrasonography  showed  no  lesions  (Fig.  3).
.  Commentary
erirectal  abscesses  are  frequently  the  manifestation  of  an
nfected  anal  gland,1 usually  originating  anal  pain.2 In  this
ase,  anorectal  abscess  was  the  most  probable  diagnosis,  so
norectal  EUS  was  performed.  Nevertheless  the  image  was
typical  and  the  internal  oriﬁce  or  ﬁstula  was  not  observed,
o  FNA  was  executed  to  achieve  a  deﬁnitive  diagnosis,  which
as  supported  by  the  cytology  sample.  Drainage  is  the  ﬁrst
hoice  for  therapy,3 but  in  this  case,  because  the  patient
efused  that  solution,  we  chose  to  treat  him  only  with  antibi-
tics,  achieving  an  effective  management  of  the  abscess.
We  emphasize  the  image  of  this  perirectal  abscess  and
he  importance  of  ﬁne  needle  aspiration  for  the  diagnosis  of
typical  rectal  abscess.
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